DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/26/2024
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
435096 B. WING 01/24/2024

NAME OF PROVIDER OR SUPPLIER

BETHANY HOME SIOUX FALLS

STREET ADDRESS, CITY, STATE, ZIP CODE
1901 SOUTH HOLLY AVENUE
SIOUX FALLS, SD 57105

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1 1
|
F 000 INITIAL COMMENTS F 000

A complaint health survey for compliance with 42 .

CFR Part 483, Subpart B, requirements for Long
| Term Care facilities was conducted on 1/24/24. ‘
| The area surveyed was infection control. Bethany .

Home Sioux Falls was found in compliance. ‘
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Deborah Herrboldt
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